Sexual and reproductive health rights knowledge and reproductive health services utilization among rural reproductive age women in Aleta Wondo District, Sidama zone, Ethiopia: community based cross-sectional study Abstract Background: Various countries in the world have achieved promising progress in promoting, protecting and guaranteeing sexual and reproductive health rights (SRHRs) since the 1994 International Conference on Population and Development (ICPD) in Cairo. However, SRHRs have not been recognized to their maximum potential in Ethiopia, despite the domestication of the international instruments related to their successful implementation. This study was intended to determine the magnitude of SRHRs knowledge, reproductive health services utilization and their independent predictors among rural reproductive-age women in the Aleta Wondo District, Ethiopia. Methods: A community-based cross-sectional study was conducted among 833 rural reproductive-age women from April to May 2019. A systematic random sampling technique was employed to select households, and a structured questionnaire was used to gather the data. EPI INFO version 7 was used to enter the data, and SPSS version 23 was used for data analysis. Logistic regression analysis was employed to assess the association between outcomes and explanatory variables. Odds ratios at 95% CI were also computed and reported. Results: Of 833 respondents, 43.9% had good knowledge of SRHR, and 37% had used at least one sexual and reproductive health (SRH) service. Variables that had a statistically significant association with SRHR knowledge in multivariable analysis were: had formal education, household with the highest income, having information sources for SRH services, and knowing about SRH services and providing institutions. SRH services utilization was associated with: having information sources for SRH services, had formal education, household with the highest income, and knowing about SRH services and providing institutions.
(Continued from previous page)
Conclusion: In this study demographic and economic factors, such as education and household monthly income were positively identified as independent predictors for knowledge of SRHR and SRH services utilization. Therefore, responsible government sectors and NGOs should design and implement programs to promote women's educational status and household economic status to enhance women's SRHR knowledge and SRH services utilization.
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Background Sexual and reproductive health rights (SRHR) are fundamental to people's health and survival, to economic development, and the wellbeing of humanity. The global health and human rights communities have proactively worked for decades to define and advance SRHR, encountering both advances and considerable setbacks [1, 2] . Reproductive rights were succinctly described at ICPD as resting on, "the basic right of all couples and individuals to decide freely and responsibly the number, spacing, and timing of their children and to have the information and means to do so." Reproductive health rights and sexual rights are invariably human rights recognized by various human rights instruments. Sexual rights offer individuals the opportunity to freely choose partners without any form of discrimination and freedom to assert on and exercise safer sex [2, 3] .
The Millennium Development Goals (MDGs) in 2000, health and development initiatives including the 2030 Agenda for Sustainable Development, and the movement toward universal health coverage further support the realization of the reproductive health rights that were already recognized in the ICPD in 1994 [4] . The Ethiopian government has responded to international conventions and human rights treaties like ICPD, MDGs, and SDGs by reviewing its laws and policies. One of the responses was the development of the National Reproductive Health Strategy to promote utilization of SRH services and information, reduce gender-based violence and harmful traditional practices [5] . Article 35 of the country's constitution refers to women's equality with men and their rights to information and the right to be protected from the dangers of pregnancy and childbirth [6] . The Ministry of Health designed a fiveyear Health Sector Transformation Plan (HSTP) that devotes special attention to maternal health service utilization to reduce maternal mortality through implementation of high impact interventions like antenatal care (ANC), skilled birth services and postnatal care (PNC), women's empowerment, gender mainstreaming, abortion care, fistula care, adolescent and reproductive health care [5, 7] .
In Ethiopia, reproductive health service quality and access are among the major public health challenges. A recent nationwide survey revealed that 41% of currently married women are utilizing modern contraceptive methods. Also the survey results show that 74% of women who gave birth in the 5 years preceding the survey received antenatal care from a skilled provider at least once for their last pregnancy, and urban women were more likely than rural women to have received ANC from a skilled provider. Among the total live births in the 5 years preceding the survey, 50% were delivered by a skilled provider and 48% were delivered in a health facility. In the last 2 years preceding survey, 34% of women reported receiving a PNC check-up in the first 2 days after birth [8] . Moreover, female genital mutilation (FGM) is still practiced despite Ethiopia bans medicalization of FGM.
The existence of customary practices and deeply-rooted beliefs that discriminate on the grounds of gender and sexual orientation all testify to a failure to effectively realize sexual and reproductive health rights in Africa [9] . A study conducted in Ethiopia reported various instances of harmful traditional practices during perinatal period such as food prohibition, home delivery, and discarding colostrum. Such harmful traditional practices, beliefs, and taboos are often implicated in determining the care received by mothers during pregnancy and childbirth [10] .
SRHR knowledge among rural reproductive-age women is barely studied in Ethiopia. Almost all available studies on knowledge of SRHR in Ethiopia were conducted among female adolescent students in the university, high school or reproductive-age women in urban settings. Those studies revealed that there was low-level SRHR knowledge among participants [11] [12] [13] [14] .
Sexual and reproductive health rights are inherent entitlements for women. These rights have not been recognized to their maximum potential in Ethiopia, despite the domestication of the international instruments related to their implementation. Because SRHR information is scarce in the study area, this study aimed to determine the magnitude of SRHRs knowledge and use of SRH services and their predictors among rural reproductive-age women in the Aleta Wondo District, Ethiopia.
Methods

Study setting, design and period
A community-based cross-sectional study was conducted from April 03 to May 15, 2019. The study was conducted in the Aleta Wondo district, which is found in Sidama Zone, Southern Nations Nationalities and Peoples Region (SNNPR). The district is located 65 km south of Hawassa City and 333 km south of Addis Ababa, the capital city of Ethiopia. At the end of 2018, the aggregate population of the district was 200,593, and the reproductive age women account for 23.3% (46,738) of the district's total population. The district constitutes 27 rural kebeles (smallest administrative unit in Ethiopia). There were seven public health centers and 27 health posts in the district in 2019.
Population and sample size determination
All reproductive age group women who were inhabitants of rural kebeles of Aleta Wondo district were a source population. A single population proportion formula was used to determine the sample size for determining the level of sexual and reproductive health rights knowledge and practice. In sample size calculation, 50 % of sexual and reproductive health rights knowledge or practice was taken because of lack of similar study conducted among reproductive age women [15] . Also, we used 5% margin of error, 95% confidence interval, 10% nonresponse rate and design effect of 2. The sample size calculation yielded a final sample size of 845.
Sampling procedure
Out of the 27 kebeles found in the district administration, seven kebeles (25%) were selected by a lottery method. The sample was proportionally allocated to the selected kebeles. A systematic random sampling was implemented to select households where reproductive-age women were residing. A list of total households with reproductive-age women present in the family folder of the kebele administration was used as a sampling frame. The family folder contains the list of total households (locally called "Aba-Wora") in the kebele administration. It is regularly updated and given a number by the administrative bodies through health extension workers of the kebele. For each kebele a sampling interval K was determined. The initial household was selected by a lottery method employing a number between one and K. In case more than one woman in a given household was identified, priority was given to a mother.
Study variables
Dependent variables: sexual and reproductive rights knowledge and sexual and reproductive health services utilization.
Sexual and reproductive health services utilization: ever used at least one of the sexual and reproductive health services in healthcare facilities. To assess the SRH services utilization a series of six questions were used. Participants who ever used at least one of SRH services was coded 1 (yes) and never used any of services was coded 0 (No). A woman who had at least one of the sexual and reproductive health services during her life time considered as she had sexual and reproductive health services.
Sexual and reproductive health rights knowledge: a series of thirteen knowledge related questions about sexual and reproductive health rights were employed to assess SRHR knowledge [1, 11-14, 16, 17] . Women's response to each question was coded one for 'correct' response and zero for 'incorrect' response. Good knowledge of SRHR was defined as equal to or greater than median value of the sum of correct responses Women had poor knowledge of SRHR when the sum correct responses less than the median. Cronbach alpha (α) was calculated to check reliability of knowledge measuring tools. The Cronbach alpha (α) for knowledge was 0.804.
Independent variables: age, educational status, religion, occupation, monthly income, educational status of husband, educational status of husband's mother, occupation of a husband, family income, previous exposure to reproductive health services, having favorable attitude towards SRH services, exposure to SRHR information, access to health facility and health care utilization, social and cultural factors, women's autonomy and decision making.
Data collection procedures
An interviewer-administered structured questionnaire was used to gather the data. The questionnaire was first prepared in English and then translated into Sidamigna by language experts and then translated back into English to check completeness and consistency. It consisted of socio-demographic characteristics, sexual and reproductive health services, and information utilization, questions related to sexual and reproductive health rights knowledge and practice and source of information. Seven nurses collected the data, and two nurses supervised the data collection process.
Data quality assurance
The data collectors and local supervisors were trained for 2 days regarding the objective of the study and how to ask and probe questions during the data collection, and maintaining the confidentiality of the respondents' information. Before conducting the primary study, a pretest was carried out in two kebeles which were not included in the main study to ensure the validity and reliability of tools. The results of the pretest were discussed, and corrections and changes were made on the questionnaire. The principal investigator and local supervisors supervised the data collection process on a daily basis. At the end of each day, questionnaires were carefully reviewed and checked for completeness, accuracy, and consistency, and corrective measures were undertaken whenever necessary.
Data analysis
The collected data were entered into EPI INFO version 7.2.2.6 computer software and analyzed using SPSS version 20 statistical program. Descriptive data were presented in frequencies and percentage using Tables. A bivariate analysis was conducted to determine the association between outcome variables and each independent variable. In bivariate analysis, variables whose P-value < 0.25 were considered as candidate variables for the multivariable logistic regression model to identify independent predictors by controlling confounding variables.
Ethical considerations
Ethical clearance was obtained from the Institutional Review Board of College of Medicine and Health Sciences, Hawassa University. Written consent was also obtained from local authorities and concerned government bodies from the Aleta Wondo District Administration. After a brief introduction of the study objective, benefit and possible risk of participation, informed verbal consent was obtained from each study subject and from parents/ guardians for participants who were 16-18 years age group. To ensure confidentiality of selected respondents, their official names were not indicated on the structured questionnaire.
Results
Socio-demographic and economic characteristics of the participants
Out of intended 845 study participants, a total of 833 (98.6%) reproductive age women were interviewed. The youngest was 16 years old. The mean age of participants was 29.29 + 6.4 years. More than half, 453(54.4%) of the respondents were from the age group of 25-34 years. The majority (741 or 89.0%) of the participants were married. Regarding ethnicity, 785 (94.3%) of them belong to the Sidama ethnic group. About 81% or 673 respondents were protestant Christians. The majority (536 or 64.3%) of the participants attended formal education (at least a primary level) ( Table 1) . Participants who had at least one source for RSH services information (either radio, TV, school teacher etc. …) were 89, and 84% of participants had awareness about SRH services ( Fig. 1 ).
Knowledge about reproductive and sexual health rights
The median score was 6.0 out of 13. More than half (56.1%) of participants were found to have poor knowledge. Participants who knew the minimum age of marriage, right to safe abortion and right to have information and services of family planning were 405 (48.6%), 204 (24.5%) and 479 (57.5%), respectively. Participants who knew the right to access to all SRH services without husbands' permission were 306 (36.7%).
Less than half, 326 (39.1%), of the participants knew a presence of legal support for victims of GBV. Half of participants, 419 (50.3%), knew of the right to decide to be free against FGM. Fifty-nine percent of participants didn't agree with the statement of right to choose the partner, and only 279 (33.5%) of the participants knew about the right to decide whether or not and when to have children (Table 2) . (Table 3) . Table 4 ).
Predictors of sexual and reproductive health services utilization
In binary logistic regression analysis, maternal age, marital status, women's educational status, household's monthly income, husband's occupation, husband's educational status, mother-in-law's educational status, having sexual and reproductive health information sources and knowing about SRH services and providing institutions were significantly associated with utilization of SRH services. In multivariate logistic regression analysis, women's educational status, household's monthly income, and knowing about SRH services and providing institutions were independent predictors of SRH services utilization. Participants who had formal Table 5 ).
Discussion
In this study 43.9% of respondents had good knowledge of sexual and reproductive health rights. The finding of our study was lower than reports from various studies conducted in Ethiopia; Wolayta Sodo University, Shire Town Tigray, Northern, Asella Town, and Adet Tana Haik College [11] [12] [13] [14] and a study conducted among married women in Nepal [18] . The potential difference could be due to differences in study population and study site. In our study, rural women were respondents, unlike other studies conducted in Ethiopia among university or college students. Less than half (48.6%) of participants knew the minimum age of lawful marriage. This figure was lower than studies conducted in Nepal [16, 17] . This could be due to difference in the study setting, socio-economic, and education status of participants and access to SRHR information sources. Participants who knew about the right to access to all SRH services without husbands' permission were 36.7%. This is may be due to male dominance in decision making about utilization of health services. In this study women from household with the highest monthly income and those with formal education and with sources of information were more knowledgeable than others. This finding is consistent with the studies conducted at Shire Town [12] , in Oromiya, Asella town [13] and the study from Nepal [18] . Also a study conducted in Bangladesh revealed that the respondents, who were literate, were more aware of their reproductive health rights [19] . This could be due to the fact that higher socioeconomic status is typically associated with better health, including better sexual and reproductive health awareness and practices, which could be attributed to better access to information. Participants who had formal education and attaining higher educational status enhances women's ability to access information and services to exercise more control over their reproductive lives [20, 21] . In some settings women's higher educational attainment is associated with improved access to health care, fewer births, healthier and better educated children than women with lower educational status [22] . Education can empower women with a new vision and normative orientation, better health care, better employment opportunities outside home, and better knowledge of access to SRH services [20] .
Regarding SRH services utilization, it was found that 37.0% of the respondents had ever had SRH services, a lower figure than in Nepal [18] , in Mizan Tepi (65%) and Nekemte town in Ethiopia [23, 24] . This was due to differences in the study settings and study population. Other studies were conducted among female university or college students, who had more exposure to SRH services.
In this study, respondents who had formal education, those from households with the highest income, and those who knew about reproductive health services were more likely to utilize SRH services as compared to their counterparts. This figure was similar to the finding of 2016 demographic and health survey, and other studies conducted in Ethiopia [8, 24, 25] . This could be due to the fact that a more educated segment of population may have better information about the services and those with the highest monthly income may have improved access to different sources of information such as radio, newspaper or other print and mass media and which, in turn, could contribute to increasing demand for health services.
The cross-sectional design of the study did not permit a determination of the temporal relationship between dependent and independent variables. Various scientific procedures were undertaken during tool preparation, study participants selection, data collection and analysis to reduce bias and control confounders.
Conclusion
Both knowledge and practice of reproductive and sexual health rights are enormously important to achieve HSTP of Ethiopia and the targets of health related SDGs. In this study context specific factors, such as education and household monthly income were identified as predictors for knowledge of SRHR and SRH services utilization. Stakeholders and government should conduct programs to promote women's educational status and household economic status to enhance women's SRHR Knowledge and SRH services utilization.
